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A Pes { cm H~O) Eig. l. Correlation between A Ppl and APes measured on 120 occasions in infants with pneumothorax during spontaneous respiration. +++ = P<0.001. Solid line represents linear regression the "natural" course of RDS in our neonatal unit because of early therapeutic intervention. One of the aims of our treatment is to prevent worsening of RDS during the first hours or days of life. We agree with Drs. Greenough and MorIey in that infants with RDS do not have normal pulmonary mechanics. However, by the age of 96 h it seems to improve [41.
Dynamic compliance is calculated on the basis of the volume of air inhaled (tidal volume) and the force generated (A Ppl). In an infant without pulmonary problems, the magnitude of A Ppl is not related to the gestational age; it is practically the same also in adults during spontaneous respiration, whereas the tidal volume is strongly related to the size and the gestational age of the infant on the basis of its dependency on the total lung volume. As a result of this, there is a five-fold increase in dynamic lung compliance if one compares the value of one infant born at the 28th gestational week to that of another born at the 40th gestational week [5] . The difference in dynamic compliance in infants with RDS, may, thus, merely reflect the grade of prematurity. Measurement of tidal volume via an uncuffed endotracheal tube may result in an erroneous value, because there may be air leak between the tube and the trachea. This results in an erroneously low value of dynamic compliance, Of course, we believe that infants with RDS do have low dynamic lung compliance, but due to the reasons presented, interindividual differences must be interpreted with caution.
We did not find any statistically significant intergroup differences in APes from the age of 8 h to the age of 24 h, as seen in Fig. 2 in our original paper [4]. We did not compare A P~s values at the age of 1 h; we feel it is not adequate to measure spontaneous pulmonary mechanics in asphyxiated infants recovering from resuscitation. We are not surprised that in such a situation APes is frequently quite small.
When the points mentioned above are considered there is no great discrepancy between our results and those of Greenough and Morley. Also, the results may in fact be influenced by the different classification of the severity of RDS; this again stresses the need for a generally accepted scoring system of the severity of RDS.
Finally, a few words about the gastric aspirate L/S ratio and RDS. Greenough and Morley state that an L/S ratio greater than 2 reflects pulmonary maturity. Indeed, it has been shown that only 4% of infants with RDS have a gastric aspirate L/S ratio greater than 2 [7] . Of the 30 infants of Greenough and Morley, 15 (50%) had a ratio greater than 2, which indicates considerable pulmonary maturity of the subjects.
We cannot help feeling that in spite of its limitations esophageal pressure monitoring is a convenient noninvasive method for instantaneous estimation of the pulmonary mechanics in RDS. response only to combined therapy of a high-dose intravenous gammaglobulin and prednisolone, with no marked response to gammaglobulin therapy alone. She had been diagnosed as having ITP two years before the admission with vaginal bleeding, purpura, and pallor. On admission, all laboratory findings including serum antiplatelet antibody and bone marrow examination were within normal limits except that the platelet count was 1000/ram 3 and hemoglobin, 7.0g/dl, hematocrit, 21.5%. On admission, she was treated with prednisolone 2 mg/kg/ day for 22 days, then splenectomy followed by 6-mercaptopurine 1.5mg/kg/ day for 29 days, but there was no improvement. As shown in the figure, highdose intravenous gammaglobulin treatment was attempted according to the protocol of Imbach et al. [2] . First and second courses of the therapy gave no marked increase in the platelet count. Subsequently, prednisolone l mg/kg/day was given orally for 19 days before the third 5-day course ofgammaglobulin was begun. The platelet count increased remarkably from 1AXl04/mm 3 to a maximum of 51.9 x 104/mm 3, 7 days after the start of the third course but returned to 1.6x 104/mm 3 during the next 12 days. The platelet-associated IgG level measured simultaneously by the Fab-anti-Fab method [3] and expressed in ng/109 platelets, was 2910 before the first therapy course, 2377 when the platelet count increased, and 4124 after the decrease.
In contrast Fehr et al.
[11 have recently reported two patients who had a less marked response to the combined therapy, suggesting that corticosteroids might interfere with macrophage blocking by the immunoglobulin.
However in some cases, like ours, high-dose intravenous gammaglobulin combined with prednisolone may be useful, since there are remarkable differences in the severity of the disease and the immunological heterogeneity in patients with ITP.
